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Figure 1. Maculopapular rash on the right thigh.
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http://dx.doi.org/10.1016/j.ijid.2012.12.028A 62-year-old woman with hypertension and mild asthma was
diagnosed with acute myelogenous leukemia (AML) M2 and
underwent induction chemotherapy with cytarabine and idaru-
bicin. Two days after induction, she developed a maculopapular,
tender rash involving arms, chest, and thighs, and erythema,
swelling, and tenderness of the left ear with small raised papules
on her outer superior pinna (Figures 1 and 2).
Workup for infectious causes including peripheral and central
line blood cultures, urine cultures, serum herpes panel (Diamedex
PCR), serum 1,3-beta-glucan test, and chest X-ray were all
negative. The diagnosis of Sweet’s syndrome secondary to AML
was made when skin biopsies of the upper arm and thigh lesions
revealed mild to moderate papillary dermal edema, and a diffuse
mixed inﬂammatory inﬁltrate composed of lymphocytes, numer-
ous neutrophils, and occasional eosinophils within the upper one
half of the dermis (Figure 3, magniﬁcation 100; and Figure 4
magniﬁcation 200), compatible with neutrophilic dermatosis.Figure 2. Erythema and inﬂammation of the left ear cartilage.
ses. Published by Elsevier Ltd. All rights reserved.
Figure 3. Magniﬁcation 100. Histopathology of skin biopsy stained with
hematoxylin and eosin showing mild to moderate papillary dermal edema, and
a diffuse mixed inﬂammatory inﬁltrate, composed of lymphocytes, numerous
neutrophils and occasional eosinophils within the upper one half of the dermis
compatible with neutrophilic dermatosis.
Figure 4. Magniﬁcation 200. Histopathology of skin biopsy stained with
hematoxylin and eosin showing mild to moderate papillary dermal edema, and
a diffuse mixed inﬂammatory inﬁltrate, composed of lymphocytes, numerous
neutrophils and occasional eosinophils within the upper one half of the dermis
compatible with neutrophilic dermatosis.
Figure 5. Marked improvement of the rash with transition of the lesions to macular.
Figure 6. Decreased erythema and inﬂammation of the left ear.
/ International Journal of Infectious Diseases 17 (2013) e360–e361 e361There was no evidence of leukemia cutis, immune complexes, or
leukocytoclastic vasculitis. There were no viral inclusions, and
stains for viruses, fungi, and acid-fast bacilli were also negative.
Of note, the patient had not been on granulocyte-colony
stimulating factor or any of the drugs associated with Sweet’s
syndrome. Intravenous methylprednisolone for 2 days resulted
in rapid resolution of fever, pain, rash, and ear swelling
(Figures 5 and 6).
Our patient fulﬁlled two major criteria (painful maculopapular
rash, compatible histopathology) and three minor criteria (pre-
ceding fever, underlying malignancy, and excellent response to
corticosteroids) for Sweet’s syndrome.1–3 Sweet’s syndrome is a
known complication associated with AML.3,4 Here, the initial
clinical picture was confused by ear involvement.4–6 Since
infectious causes of rash and fever in the neutropenic patient
are often thought of ﬁrst, it is essential to obtain tissue biopsies to
achieve the correct diagnosis.2–4 A high index of suspicion is
needed when the patient presents with atypical manifestations.
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